: r ‘ 1

NEa\ PRINTED: 09/27/2007
DEPARTMENT OF [{EALTH AND HUMAN SERVICES , 7410 FORM APPROVED
CENTERS FOR Mi; JICARE & MEDICAID SERVICES . .- OMB NO. 0938-0391

STATEMENT OF DEFICIEN ! [ES -(x1) PROVIDER/SUPELIER/CLIA {X2) MULTIPLE Cd@STRUCTION (X3) DATE SURVEY

AND PLAN OF CORRECTIUIN IDENTIFICATION NUMBER: c TED
) A. BUILDING OMPLETE

B. WING
y 09G022 09/14/2007
NAME OF PROVIDER OR 5 JPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1026 BTH STREET NE
CARE
D C HEALTH : WASHINGTON, DC 20002

XD - SU M UARY STATEMENT OF DEFICIENCIES ' D PROVIDER'S FLAN OF CORRECTION 5)

PREFIX (EACH D ZFICIENCY MUST BE PRECEDED BY FULL . PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULL.TORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T THE APPROPRIATE DATE

‘ DEFICIENCY)

W 000 | INITIAL COMMENTS W Q00

: The recer i ication survey was caonducted from
September 11, 2007 through September 14,
2007. The survey was initiated using the full
survey process. A random sample of four clients
was seleclid from a residential population of : !
eight malcs; with mental retardation and other i
disabilitier;, An additional clients was added as a
focus. Tre survey findings were based on
observaticns in the group home and three day
programs nterviews and a review of records,
including .1 usual incident reports.

W 100 | 440.150(¢ ) ICF SERVICES OTHER THAN IN W 100
INSTITUTIONS

"[ntermediite care facility services" may include

' services i1 an institution for the mentally retarded
(hereafter 1eferred to as intermediate care

facilities f.° persons with mental retardation) or

persans viith related conditions if.

(1) The prinary purpose of the institution is to

provide halth ar rehabilitative services for

mentally 1:tarded individuals or persons with

related ¢y ditions;

(2) The inslitution meets the standards in Subpart

E of Part 142 of this Chapter; and '

(3) The ¢ ntally retarded recipient for whom

. payment 3 requested is receiving active f

treatment iis specified in §483.440.

This STANDARD is not met as evidenced by:
Based on nbservation, interviews and record
review, the facility failed to ensure that each client
received :ntinuous active treatment services.
[See W1HiI] '
W 104 - 483.410(G: (1) GOVERNING BODY W 104

| |

LABORATORY DIRECTOR' 5 OR PROVIDER/SUPFLIER REPRESENTATIVE'S SIGNATURE TITLE (x8) DATE

/@W &#‘W}\Jf-—f Pg—e,rto(fn }_ /0/}9/0“

Any deficiency statement 1 1ding with an asterisk () denctes a daficiency which the institution may be excused from comecting providing It is determined that
other safeguards provide & ifficient protaction to the patients. (See instructions,) Excapt for nursing homes, the findings stated above are disclosable 90 days
following the date of surviyy whether or not a plan of correction is provided. For nursing homes, the abova findings and plans of comrection are disclosable 14
days following the date thz 12 dacuments are made available to the Facility. 1f deflclancles are cited, an appraved plan of correetien is requisite o cantinued
program participation.
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W 104 | Continuec =rom page 1 W 104

The goverr ing body must exercise general policy,
budget, aiul operating direction over the facility.

This STANDARD is not met as evidenced by:
Based on ¢ bservation, interview, and record

: review, th & facility's governing body provided
general oprating directions except for the
deficient [ ractices detailed below,

The findir ; includes;

The Goveriing Body failed ta provide continuous
active tretiiment services. [See W196]

W 124 | 483.420(z )/2) PROTECTION OF CLIENTS W 124
RIGHTS :

The facility must ensure the rights of all clients,
Therefore he facility must inform each client,
parent (if he client is a minor), or legal guardian,
of the client's medical ¢condition, developmental
and behz\ioral status, attendant risks of
treatment, and of the right to refuse treaiment.

This STANDARD is not met as evidenced by:
Based on ubservation, interview and record
verification, the facility failed to ensure tha right of
each cliert or their [egal guardian to be informed’
of the cligrt's medical condition, developmental
and behav oral status, attendant risks of
treatmeni, and the right to refuse treatment for
two of the our clients in the sample. (Clients #3
and #4)

The findirgs includes:
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1. During {he entrance canference on September
11, 2007 i 8:00 AM, the Qualified Mental
Retardatitin Professional (QMRP) indicated that
Client #3 wceived psychotropic medications for
his-maladaptive behavior. Observations during
the medication administration at 8:50 AM
revealed I at Client #3 received Zyprexa 10 mg
and Depalkote 500 mg. Interview with the
medicatian nurse revealed that the client received
this meditzition for his maladaptive behaviors.
During the record verification process on
Septembu 11, 2007 at 11:00 AM, it was
confirmec sy the client's current physician orders,
that the ciient received the aforementioned
medicatians.

On Septeniber 13, 2007, further review of Client
#3's recoi; failed to provide evidence that written
informed >3nsent had been obtained for the use
of the afo ementioned medication. Continued
review of (lient #3's records revealed a
Psycholotsical assessment dated September 7,
2007. Thiz assessment documented that the
client had jrofound mental retardation and _is not
competer ! to make independent decisions
regarding health, medical and financial decisions.

At the time of the survey, the facility failed to
provide e/ dence that the potential risks involved
in using ti1 s medication, or his right to refuse
treatmeni yad been explained to the client and/or
legal san:'ion representative. .

2. Durin¢ the entrance conference on September
11, 2007 it 8:00 AM, the QMRP indicated that
Client #4 rzceived psychotropic medications for
his malat ziptive behavior. Further interview
revealed |hat the client and has a legal guardian
wha sign.; any nacessary consents for restrictive

Client # 3's guardian was appointed on
January, 2007, but was reluctant to sigtt the
congent for the use of the psychotropic
medication ( as she was newly assigned) at
that time, However, she was madg aware of
the potential rigk involved, On October 10,
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2007, she was again asked to sign the i
consent for the use of psychotropic
medication with the risks explained and she
agreed to sign .
Please see attachment A,
‘ 10-10-0}
Fagilty ID: 096022 If continuation shaet Page 3 of 38




DEPARTMENT OF FEALTH AND HUMAN SERVICES
CENTERS FOR MELICARE & MEDICAID SERVICES

PRINTED: 09/27/2007
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENGI = 3 (x1) PROVIDER/SUPPLIERIGLIA (X2) MULTIPLE GONSTRUGTION (%3) DATE SURVEY
AND PILAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
09G022 B. WING 09/14/2007
NAME OF FROVIDER OR 5l 7 FLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1026 8TH STREET NE
D G HEALTH CARE WASHINGTON, DC 20002
(X4) ID SUMI/\RY STATEMENT OF DEFIGIENCIES | 10 PROVIDER'S PLAN-OF CORRECTION (x5)
PREFIX (EACH DI IGIENCY MUST BE PRECEDED BY FULL ° PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULAT 7Y OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 1O THE APPROPRIATE PATE
DEFICIENCY)
W 124 | Continued 1° om page 3 W 124
measures. Review of the client's current
physician onlers revealed that the client received
the followiny psychotropic medications: Luvox 25
mg QPM, ¢icroguel 100 mg QAM and Qnoon and
150 mg QF 14, and Zyprexa § mg QPM.
On Septerr ber 11, 2007, further review of Client _
#4's record ‘ailed to show evidence that written Client # 4's guardian was also reluctant to
informed ¢ 11sent had been obtained for the use sign the use of psychotropic medication form
of the med zation. There was no evidence that due to his new appointment on May 15,
the potentia risks involved in using this 2007. However, after consistent request and
medicatior , or his right to refuse treatment had after epeaking with the PMD, he agreed to
been explz ined to the client. The client's sign on 10 -&=.03
Psycholog ral Assessment, dated December 20, [0-4-07
2008, indicz ted the client's cognitive abilities See Attachment B
tested in tt ¢ profound range of retardation and he ‘
lacked the ¢ apacity to process information
effectively ) make sound decisions.
The psychaiogist had assessed the client as not
being capilile of making informed decisions, the
facility failexl to document attempts to secure an
appropriat# surrogate decision-maker. [See
W263)
3. The faciity failed to obtain consents prior to
the use of 1 edations for a medical appointments
and/or to 1ntify the clients guardian the risks and
benefits o' reatments for one of the three clients
in the san ple. (Client#4) w124 At the time the sedation was uscd for client # 4,
Ja&h 2 Jegal guardian had not yet been appointed.
Review ol ¢lient #4's physician orders on Therefors, the conscnt form. used prior to the
Septembeér 11, 2007 at approximately 2:00 PM appointment of the guardian has the approval of
revealed i1 e following sedations for medical the Human Rights Commitiee, Al futuro 10-19-07
procedure s consents for use of sec‘lahons for medical
appointments will be signed by the legal
s On Ap-ii 17, 2007, the client received Lytic guardian prior to {15 use. -
Cocktail (- emerol 50 mg, Thorazine 25 mg and
Phenergzr 25 mg) injection one hour prior to a
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Continued | 'om page 4
dental app¢.itment; and

b. On April 8, 2007, the client received Ativan 3
mg prior to « ental appointment.

During the znirance conference on September
11, 2007 & 3:00 AM, the QMRP indicated that the
client has . eqal guardian

On Septeniber , 2007, further review of Client
#4's recorc 'ailed to provide evidence that written
informed ¢ »1sent had been obtained for the use
of the aforinentioned medications. Continued
review of Cl ent #4's records revealed a
Psycholog al assessment dated December 20,
2006, indiczted that the client's cognitive abilities
tested in tt & profound range of retardation and he
lacked the ¢ apacity to process information
effectively ) make sound decisions.

At the time. OF the survey, the facility failed to
provide eviclence that the potential risks involved
in using th & medication, or his right to refuse
treatment nad been explained to the client and/or
legal sanclian representative. [See W2e3]
483.420(c118) COMMUNICATION WITH
CLIENTS, PARENTS & '

The facilitr must notify promptly the client's
parents oi -juardian of any significant incidents, or
changes i1 the client's condition including, but not
limited to, s erious illness, accident, death, abuse,
or unauth 1 ized absence.

This STA 'DARD is not met as evidenced by:
Based on interview and record review, the facility
failed to r ¢ tify parents and/or guardians of
significan! incidents, for three of the eight clients

W 124

W 148
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W 148 | Continued FFrom page 5 W 148
residing in Ihe facility. (Clients #1,#3 and #4)
The finding| includes:
Review of e far,fility's unusual incident reports
and invest r;ations on September 11, 2007 at
approximaluly 10:00 AM, failed to provide
evidence ¢ f the prompt netification of family
members :nd/of guardians of the incidents
detailed below: ,
_ W 148. QMRP had informed the Surveyor client # |
a, On Fetrary 25, 2007 at 1:20 PM staff Pl 6 oL Buardian was appointed in Mey, 2007 and
a. e incident took place in February. However,

document 1 that Client #1 was not feeling well
and refuse < to eat breakfast. The staff further
document z 1 that the client had been observed to
vomit "dar <-brownish stuff* three times. The
client was s ubseiquently taken via ambulance to
the emergancy room for evaluation. Review of
the investi;ation revealed that the client was
diagnosec 'vith suspected small bowel

obstructio 1 and was hospitalized until March 1,
2007.

Interview "ith the QMRP on September 11, 2007
at 8:45 AM revealed Client #4 did not have family,
but had a legal guardian. Further review of the
aforemen ined incident report failed to provide
evidence |at Client #1's guardian had been
made awine of the February 25, 2007 incident.

b. On Dexz2mber 11, 2007, after examination by
the prima y care physician (PCP), Client #3
started to ¢ isplay seizure like activity (jerking,
drooling, 1} inding teeth and rolling eyes). The
PCP reexamined the client and Emergency
Medical € ; rvices was called and the client was
transporte:l to the local emergency room.

¢. On Fenuary 14, 2007 at 12:45 PM, staff

aware of client’s hospitalization.

admission to DCHC in 2002.

the puardian has reviewed thc AMR and is N“"y 020‘7

Phlza st 8 | d- B2

There is an etror in the date December 20077

Client # 3 has not had a scizurc since his

I
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RETARD,\TION PROFESSIONAL

Each clietil's active treatment program must be l
integratec, coardinated and monitored by a .
qualified r12ntal retardation professional.

This STANDARD is not met as evidenced by:
Based on ¢ bservation, staff interview and record
review, th facility's Qualified Mental Retardation
Professio 111 (QMRP) failed to adequately
monitor, iiv egrate, and coordinate each client's
active treiiiment.

The findir ;s include:

1. The fazlity's QMRP failed to ensure that staff
demonstra.ed competency in implementation of
Behavior upport Plan (BSP). (See W193)

2. The fazlity's QMRP failed to ensure staff were
adequate y trained and able to demonstrate !
competer ty in the implementation of each clients ,
Individual ’rogram Plan. (See W194)

3, The fazility's QMRP failed to ensure
continuoL & active treatrent services. (See W186

Please see answer to 193

Please see answer to 194

Please see angwer to 196
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W 148 | Continuec “rom page 6 W 148
reported t1at Client #4 was observed to exhibit .
Cor MRP ic
jerking mi»rements for ten seconds. The Ew gu;z?a:l"wf"a?;d ;'l‘: w%“i:::z"' gggt 4 f
movemer i:; were classified as a seizure and the | the incident took pl po =, 2007 an
! : ptace in February. However
client was laken to the emergency room. : the guardian hag reviewed the AMR o4 f-n ,
Interview aith the Qualified Mental Retardation | Moy..3007 and is aware of 57!20‘,7
Professio 13l (QMRP) on September 11, 2007 at | client’s hospitalization. '
B:45 AM 1zvealed Client #4 did not have family, !
but had a li:gal guardian. Further review of the | !
aforemen j>ned incident report failed to provide | ‘
evidence hat Client #4's guardian had been | !
made aw:ie of the February 14, 2007 incident. |
W 159 | 483.430(z } QUALIFIED MENTAL W 159 i
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‘and W24¢ )
4. The faiility's QMRP failed to-ensure the Please sce answer to 209

participati 1 of each client, parent or legal
guardian i1 annual individual Support Plan (ISP)
meetings. See W209)

5. The facllity's QMRP failed to ensure objectives
were deve ] ped to address self medication Please sse answer to 227
training pragram needs as identified by the '
interdisciglinary team (IDT).in the client's

compreher sive assessment . (See W227)

6. The fa:lity's QMRP failed to ensure that each
written training program designed to implement Please see answer to W 237
the object+es in the individual program plan (IPP)
made cerzin that the data collection system was
directly re zted to the outcome of the objective.
(See W2i7)

7. The fa:lity's QMRP failed to ensure that Please see answer to W 242
clients' individual program plans (IPP) included
training in personal skills. (W242)

8. The fa:lity's QMRP failed to ensure clients Plesse sce answer to W 247
were proyiiled with opportunities for choice and
self-manz ; ement. (See W247)

8, The fazlity's QMRP failed to ensure that
adaptive wjuipment identified as needed by the Please see answer to W 436
interdiscipl nary team were furnished and
maintainer. (See W436) -
483.430(¢:)(3) STAFF TRAINING PROGRAM W 193

Staff mus! be able to demonstrate the skills and
techniques necessary to administer interventions
to manag the inappropriate behavior of clients.

- |
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' toast. Tha client was observed to stuff six

Staff mus . e able to demonstrate the skills and
technique s necessary to implement the individual
program pil ans for each client for whom they are
responsib ¢,

This STANDARD is not met as evidenced by:
Based on ¢ bservations, staff interviews and the
review of ‘ocords, the facility staff failed to
demonstr 1 .e competency in the implementation
of each cl.ents Individual Program Plan (IPP) for
one of the ight clients that resided in the facility.
(Client #5|

The findir; includes:

Thé facilily failed to ensure staff displayed
competer ¢y in implementing Client #5's diet
order.

On Septenmiber 11, 2007 at 7:25 AM, Client#5
was obserred eating a bite size breakfast which
consisted vf scrambled eggs, chicken patty, and

teaspoon: of food inte his mouth, without

{X4) ID D PROVIDER'S PLAN OF CORRECTION (X5)
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W 193 | Continuec “rom page 8 - W193
This STANJARD is not met as evidenced by:
Based on rbservations, staff interviews and the
review of 1¢cords, the facility staff failed to
demonstriiie competency in implementation of
| Behaviar 15 pport Plan (BSP) for one of the four
clients in 1he sample, (Client #4) . Tn-service training was conducted on Scptember
12, September, 13, 2007 and October 3, 2007 10
The findiny includes: ensure implementation of client # 4's BSP.
QMRP will continue to train stafT,
The facilitr failed to implement Client #4's c
Behavior 5 1pport Plan (BSP) as written. [Also Attachment C¢ & C 2
See W1SHI,
W 194 | 483.430(c) '4) STAFF TRAINING PROGRAM ‘W 194
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chewing, 1zking a break or direct care staff
interventicir.

At 7:05 P11, Client #5 was observed receiving a-
pureed diiier which consisted of chicken
sandwich rn a bun, vegetable soup, lettuce,
tomatoes znd a shake, Further observation of
the client ‘ovealed no visible teeth. Interview with
Qualified v ental Retardation Professional
{QMRP) iivlicated that the client had recently had
his teeth ¢:tracted and was then recommended
that the clie:nt receive a pureed diet.

According ‘o the Eating - Feeding Protocol dated
July 12, 2137 indicated that the client's food
texture srculd be down graded to pureed by the
primary ¢iu'e physician due to dental extractions
and the client's rapid eating pace. The
technique? included in the protocol indicated:

- sit next i« the client while having a meal;

- prepare [ureed diet;

- prompts 1he client to alternate his liquids and
solids after 2-3 bites of food, '
- provide 2rbal prompts to slow down and put
ess food (11 spoon; '

- encourayz napkin usage, _

- verbal ¢ J 3s to thoroughly chew his food; and

- provide ¢ »rbal praise when the client complies.

Review o' he current physician orders on
Septembii 14, 2007 at approximately 12:30 PM
confirmec; ‘hat the client should receive a pureed
diet. '

There was no evidence that the facility
implemer t2d Client #5's {feeding protocol.
483.440 /0 2TIVE TREATMENT SERVICES

W 194

Staff wigyein-gerviced on proper
implementation of client # 5's meal
protocol, QMRP, Dietitian and Speech
Pathologist will monitor the
implementation of all meal time protocol.

QMRP and House Manager will monitor q/ / 7/ o7
the above on daily basis. Also QA and
Program Manager will ensure that
implementation of feeding protocol.

A'H'I?u'. e b ' oEJ '

W 195
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| The facilit must ensure that specific active
‘treatment services requirements are met.

This CONLATION is not met as evidenced by:
Based on < hservation, interview and record
review, th i facility failed to ensure continuous
active treutment services (See W186 and W249),
failed to pruvide evidence of the participation of
each cliert parent or legal guardian in annual
Individual $;upport Plan (ISP) meetings,(See
W209); failad to ensure objectives were
developet| lo address self medication training
program rii:eds as identified by the Please see answers to W 196, W 249; W 227, W
interdiscif | nary team (IDT) in the client's : 242; W 247: W 249; W 252,

comprehér sive assessment (See W227), failed
to ensure t1at clients' individual program plans
(IPP) inclikled training in persanal skills (See
W242); the facility failed to ensure clients were
provided v th opportunities for choice and
self-manz; ement (See W247); the facility failed
to provide :ontinuous active treatment (See
W249); zrd failed to ensure data relative to the
| accomplis.hment of the criteria specified in each
client' 5 ircividual program plan objectives were
documen £d in measurable terms (See W252),

The effec of these systemic practices results in
the failure >f the facility to adequately provide
active freix ment services.

W 196 | 483.440(:1) (1) ACTIVE TREATMENT W 196

Each clie . must receive a continuous active
treatment program, which includes aggressive,
consisten| implementation of a program of !
specialize < and generic training, treatment, health
services i1id related services described in this
subpan, (hat is directed toward:
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| (i) The a»uisition of the behaviors necessary for
: the client « function with as much self
determinalion and independence as possible;
and '

(i) The £ ravention or deceleration of regression
or loss of 2 arrent optimal functional status.

This STAINJARD is not met as evidenced by:
Based on ¢ bservation, staff interviews, and
record reviow, the facility failed to ensure that
c¢lients reczived a continuous sctive treatmeant
program fu- one of the four clients in the sample
in accord:tice with recommendations made by
the interdis siplinary team (IDT), (Client #4)

The findings include: In-service training provided to staff on g / 12 }0 2
09/13/07 and 10/03/07 to ensure client #
4's BSP is followed as written and that )0 / 3 ,07
client is always well dressed.

1. The fa: lity failed to implement Client #4's
Behavior Support Plan (BSP) as written.

A.-On Se[tember 11, 2007 from 3:40 PM ta
7:45 PM, he following, was observed:

p+ e P

Please see Attachments C-1 & C-2

QMRP, QA and Program Manager will

3:40 PM - (Client #4 was observed entering the continue to monitor ot a daily basis.

facility wit+ his shirt tom, exposing his chest.

4:10 PM - tClient #4 was observed tearing his shirt
around thz neck and left sleeve.

4:18 PM - tZlient #4 began tearing his right
underarm sileeve, The direct care staff stated to
the client, 'sit-on your hands." The client
comphied vith the staff directive.

4:19 PM . the direct care staff was observed
tying the i:lient's shirt into a knot at the neck-line
to keep tt ¢ client's chest and back from being
exposed.
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4:20 PM - (lient #4 was obsarved assisting direct
care staff ¢ith dinner preparation. The direct care
staff stepped away (approximately twa feet) to put
something in the trash ¢an and the client ran
upstairs to his bedroom. The staff pursued the
client up t12 stairs,

4:22 PM - Client #4 removed the bed linens from
his bed al 31g with removing Clients #6 and #8's
bed linens..

4:23 PM - ¢lient #4 was observed to be seated
on Client:i#3's bed,

4:25 PM - tlient #4, along with a direct care staff, ' '
were obst!ived ta be seated on Client #8's bed,
The clieni 1vas instructed by the staff member to
"sit on yout hands,"

4;26 PM - 1he direct care staff was overheard
saying, "il you want to tear something, tear your
shirt.” Thz client then chserved to tear his shirt.

* 4:30 PM - (Client #4, escorted by direct ¢care staff
came dovmstairs without wearing a shirt. The
client began to participate in tabletop activities
(puzzles).

4:31 PM - >lient #4 was called to the dining table
to receive is afternoon snack, without wearing a
shirt. Clicrit #4 was without a shirt for 1 hour 55
minutes.

B. Intervizw with the direct care staff on
Septembe:* 11, 2007 at 5:55 PM, revealed that
Client #4 has a behavior of tearing his shirts and
sometime . his pants. The client must be
monitore:| at all times, to aveid his behavior of

FORM GM$-2587(02-09) Pre i s Verslons Cbsalete Event ID: MOH714 Facillty ID; 05G22 If continuation sheet Page 13 of 38



PRINTED: 09/27/2007

DEPARTMENT OF HEALTH AND HUMAN SERVICES , FORM APPROVED
CENTERS FOR ME:)ICARE & MEDICAID SERVICES QMB NO. 0938-0381
STATEMENT QF DEFICIEN . ES (1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTIC & IDENTIFICATION NUMBER; COMFLETED
A. BUILDING
B. WING
" 09G022 09/14/2007
NAME OF PROVIDER OR .31 IPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE :
‘ 1026 8TH STREET NE
D C HEALTH CARE WASHINGTON, OC 20002
(X4 ID SUI 1 JARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EAGH | 1iFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULZ T ORY OR LSC IDENTIFYING INFORMATION) TAG CRDES-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 196 | Continuee ~rom page 13 W 196

shirt tearitig). VWhen the client displays this
hehavior ¢ t 3ff should provide the ¢lient with
another sliit; although the client will tear it again.
At 6:08 P11, the direct care staff provided the

| client with 21 shirt.

C. Revie\! of Client #4's Behavior Support Plan
(BSP) dat =21 February 20, 2007 verified that the
client had t1e targeted behavior of clothes ripping.
According o the BSP, the direct care staff should
demonstriy e the following strategies:

- involve th2 client in activities which involve
constructi ¢ » use of his hands;

- Praise h ry with social praise,

- Once thi client displays the maladaptive
behavior - - he direct care staff say, "[the client] do
nat tear yior shirt and put your hand down; and

- Immediz t 2ly provide the client with another
article of «:i>thing.

Observatiins af this behavior during the survey
failed to provide evidence that Client #4's BSP
was being mplemented as outlined.

2. On Saptember 11, 2007 during evening

observatiiins from 2:40 PM through 7:30 PM, 2. Staff in-service training on the current
Client #4 A as observed participating in table top Behavior Support Plan was conducted on { 0/3/ o7
activities puzzles). Once the client put a puzzle October 3, 2007. Follow-up training will .
piace in plice, the client was observed hitting his be conducted as needed. Both the
chest or k2inging on the table. : Psychologist and the QMRP will continue
: . . , to monitor staffand give additional training
: Interview v ith the direct care staff and Qualified as peeded. QA & Program Manager will
Mental Ri¥ ardation Professional (QMRP)on - also monitor the above on routine basis.

Septembiz' 12, 2007 at approximately 11:00 AM
revealed hat the client had a BSP to address the
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client's chest hitting. Review of the BSP dated
February 27, 2007 revealed a program objective
which state i, "[the client] will reduce the
frequency 2’ chest hitting to 20 reports per month
for six mor 11s.

According ¢ the BSP, the direct care staff should
demonstrai the following strategies:

- Involve tt & client in activities which invelve
constructive use of his hands;

- Praise hiir with social praise and staff should
clap their t.:inds when praising the client.

- the client wvill be trained to clap his hand when
he has doin a good jab;

- Once the rlient displays the maladaptive
behavior - 1 1e direct care staff say, "No [the client]
do not hit rour chest. Instruct the client to clap
his hands. Provide verbal prompts to hands on
hand assitfance as needed; and

- Continué o reinforce the client for appropriate
behavior t 1 oughout the day.

Observatiyns of this behavior during the survey
failed to p tvide evidence that Client #4's BSP
was being implemented as outlined,

3. The fauility failed to implement Client #4's
speech pregram as written.

On Septe 1ber 11, 2007 during evening
observatitins from 3:40 PM through 7:30 PM,
Client #4 '\ as observed patticipating in table top
activities ([ uzzles). Once the client put a puzzle
piece in pliice, the client was observed hitting his

Anin-service was done by Speech Pathologiston
10/01/07 on American Sign Language and
communication goal of client # 4, QMRP will |
ensure the proper implemcntation of individual jo-1-0}
communijcation goal.

Attachment E
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chest or bz  ging on the table,

Interview wi h the direct care staff and Qualified
Mental Reizrdation Professional (QMRP) on
September 12, 2007 at approximately 11:00 AM
revealed tt st the client had a speech program to
produce A+ erican sign language (ASL): good,
drink, finisli:d and game. The ASL "good" should
be implem 21ted as opposed hitting his chest or
banging or: the table. Review of the clients
Individual [* ogram Plan (IPP) dated February 2,
2007 reve:llzd an objective which stated, "[the
client] will » oduce four ASL sings "good, etc...
with 80% i 11ependence in one year December
2007.

There was 10 evidence that the direct care staff
implementzd the strategies for Client #4's speech
program o:jective.

4. The faciity failed to implement Client #4's
activities ¢ f daily living skills.
Client # 4 IPP goals and objectives will be

a. On Septzmber 11, 2007 at 4.31 PM, direct implemented as written, Staff in-scrvice wag
care staff'nas observed putting Client #4's snack .donc on 10/02/07 to ensure consistent
utensil in t12 kitchen sink. At 7:21 PM, direct care implementation of his programs. Above will be
staff was :1¢)ain, observed putting the client's supervised by

dinner pla £, cup and utensils in the sink.
Interview ‘v th the direct ¢are staff indicated that
the client 1ihould be kept busy to avoid shirt
tearing-

See Attachment F

Record rev aw of the IPP dated February 2, 2007,
Client #4 118 @ program objective which states,
"[the clien ] will place dinner ware to the kitchen
sink on 8( ¢4 of the trials recorded per month for
three contixcutive months.

} b. On Sesember 11, 2007 during evening
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observatioli;, the direct care staff was observed
wiping the lible, after both the snack and dinner
meal. Inte'view with the direct care staff indicated
that the cli:nt should be kept busy to avoid shirt
tearing.

Record reviaw of the IPP dated February 2, 2007,
Client #4 ks a program objective which states,
"Ithe client| will wipe the table on 80% of the trials
recorded 1 ¢ r month for three consecutive
months. ,

There was 10 evidence that the facility ,
encouragé¢ Client #4 to participate in activities of
daily living ¢ikills.

W 208 | 483.440(c 1t2) INDIVIDUAL PROGRAM PLAN W 209

Participati 1 by the client, his or her parent (if the
client is a minor), ar the client's legal guardian is
required urtless the participation is unobtainable

.| or inappreriate.

This STAIIJARD is not met as evidenced by:
Based on interview and record review, the facility
failed to p-ovide evidence of the participation of
each cliert parent or legal guardian in annual
Individual Siupport Plan (ISP) meetings, for two of
the four ¢ lents included in the sample. (Client #2
and #3)

The findir¢ s include:

1. The faz lity failed to provide evidence that
Client #2 attending his ISP meeting.

Review o' Slient #2's records on September 12,
2007 at 7.3 PM revealed the client's ISP meeting
was held on Qctober 2, 2006. Further review of
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the ISP dot:uiment failed to provide evidence that
the client a1 ¥/or his legal guardian had signed the
ISP attend:ice form. Interview was conducted
with the Qu: lified Mental Retardation

Profession i (QMRP) on September 13, 2007 to
ascertain Hl 1he client attended his meeting. The
QMRP indizated that the client was at the
meeting, b J: the attendance form was not signed
indicating t1at fact. At the time of the survey, the
facility failer to provide evidence that Client #2
attended h ¢ ISP meeting.

2. The facil ty failed to provide evidence of
persons in z ttendance at Client #3's ISP meeting.

Review of }ie Client #3's comprehensive
functional 13sessments on September 12, 2007
at 12:30 Py failed to provide evidence of a
sign-in she 4t to determine who participated in the
client's ISF' meeting held on September 7, 2007.
483.440(c {4) INDIVIDUAL PROGRAM PLAN

The indiviclual program plan states the specific
objectives r ecessary to meet the client's needs,
as identifie:| by the comprehensive assessment
required by paragraph (c)(3) of this section.

This STAN JARD is not met as evidenced by:
Based on ilterview with the observation, staff
interview i1d record review, the facility failed to
ensure thil an objectives was developed to
address s»if medication training program need as
identified 3/ the interdisciplinary team (IDT) in the
compreher sive assessment for four of the four
clients in (e sample. (Clients #1, #2, and #3)

The findir ;s includes:

W 209

W 227

Client # 2/his mother (who is also his legal
guardian) case manager and attorney all
attended his ISP meeting.

Please see attachment G, G+ 63

h’ﬁ-xe ISP document for client # 3 was not

vet in the file but the Surveyor was prclwidc.d
with all assessments along with the sign I
sheets for review . The ISP was held on

09/07/07. AttachmentH ;| o H2-

j@/)./o ¢

‘?/7}07
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1. On Se|ilember 11, 2007 at 8:50 AM, Client #3
was obseled being administered his

medicatio 15, The Licensed Practical Nurse
(LPN) pre »ared the client's medications, poured a
cup of wa ¢t and gave the client the medication
and water ¢up. The client consumed the
medicatio 15 and the water. Interview with the |
LPN indic 1 ed that the ¢lient participates in a self
medicatio 1 program. Review of the self
medicatio 1 assessment dated August 7, 2006
indieated i at the client would benefit from a
madified \ersion of a self medication program.

Review of ihe IPP dated September 7, 2007
revealed 111 program goal or objective for the
client to receive training in self medication. A
data shegl was in the Medication Administration
Record (M:ARs) book which included steps in
which the :lient should perform during the
medication administration.

The IPP filed to identified program objective in
this area. , ,
2. Revievs of Client #4's records on September
13, 2007 1. 2:00 PM revealed the clients
Self-Medi: ation Assessment dated January 3,
2007. Aczarding to the assessment, the client
was recoirmended to participate in a

self-medi:ition program, but the specific goal and | -

correspor tling program objective was not
documen &d on the assessment. Interview with
the Qualiliod Mental Retardation Professional
(QMRP) amnid further record review on Septemnber
13, 2007 a:3:00 PM revealed Client #4's IPP
dated Juls 7, 2007. Review of the plan and
discussio 1 with the QMRP failed to provide
evidence f an objective written to assist the

plan record. QA will monitor to ensure that all
objectives arc identificd in the IPP. QA will
monitor to ensure that all objectives are identified
in the IPP.

As of 09/14/07 , client # 4's self medication
program was included in the individual program
plan record, QA will monitor to ensure that all
objectives are identified in the IPP,
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As of09/14/07, client # 3's self medication Yy lur;.
|- | program was included in the individual program I -

| ofisf o7
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client with a:quiring skills in the domain of
self-medic i1 ion administration.

3. Qbservaion of the morning medication
administra’isn on September 11, 2007 at 8:30 AM
revealed tlu: LPN prepared Client #1's medication
and poure | the client some water to drink.” The
LPN gave Ihe client the medication and the cup of
water. Th: client complied with taking his
medicatior. The client was then observed fo
throw the «:nup into the trash can. Interview with
the LPN ircicated that the client participates in a
self medication program.

Review of %ilient #1's records on September 13,
2007 at 5: 1) PM revealed the client's
Self-Medicition Assessment dated May 2, 2007.
According t) the assessment, the client was
recommeticled to participate in a self-medication
program, |»1t the specific goal and corresponding
program ¢k jective was not documented on the
assessmert. Interview with the Qualified Mental
Retardaticr Professional (QMRP) and further
record revinw on September 13, 2007 at 5:36 PM
revealed (. ient #1's IPP dated July 7, 2007,
Review of (he plan and discussion with the QMRP
failed to p-ovide evidence of an objective written
to assist t 12 client with acquiring skills in the
domain of uelf-medication administration.

4. Obsertion of the morning medication
administriilion on September 11, 2007 at 8:43
AN, reve:l :d the LPN prepared Client #2's
medication and pourad the client some water to
drink, Th2 LPN gave the client his medication
and the ¢ 1) of water. The client complied with
taking his inedication. The client was then
obsarved 1) throw the cup into the trash can.
Interview vith the LPN indicated that the client

As 0f 09/14/07, client # 1's self medication
- program has been included in the client's TPP.
QA will monitor to ensure that all objectives are
identificd in the IPP.

Sclf Medication Program for client # 2 has bef:n
included in IPP as of 09/14/07, QA will monitor
to ensurc that all objectives are identificd in the
IPP,
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participate: in a self medication program.

Review of I, lient #2's records on September 12,
2007 at8::7 PM revealed the client's

Self-Medic 2 tion Assessment dated October 2,
2008. Acctrding to the assessment, the client
was reconinended to participate in a
self-medication program, but the specific goal and
correspon | ng program objective was not
documenta§ on the assessment  Interview with
the QMRF 1ind further record review on
September 12, 2007 at 7:40 PM revealed Client
#2's IPP dsted October 2, 2008. Review of the
plan and ¢ i;cussion with the QMRP failed to
provide evillence of an objective written to assist
the client \v th acquiring skills in the domain of

| self-medic s tion administration.

W 237 | 483.440(c)(5)(iv) INDIVIDUAL PROGRAM PLAN W 237

Each writt 1 training program designed to
implemen: *he cbjectives in the individual
program f1an must specify the type of data and
frequency of data collection necessary to be able
to assess f rograss toward the desired objectives. !

This STAI{DARD is not met as evidenced by
Based on interview and record review, the facility
failed to ensure that each written training program
designed lo implement the objectives in the
individual |z rogram plan (IPP) made certain that
the data ¢rllection system was directly related to
the outcair e of the abjective for one of the three
clients (C i:nt #1) included in the sample.

The findir ¢ includes:

Interview vith the Qualified Mental Retardation
Professional (QMRP) and review of Client #1's
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record on i3 aptember 13, 2007 at 5:36 PM
with severa program objectives including the
following:

Client #1 viil participate in ali of the Special
Olympics .\ stivities with reminders at a rate of

summer gines).

the client's arogram data record on September
14, 2007 rzvealed the corresponding data

the form wiz s design to document various
recreation s activities in which the client

although, } ere was an area for which that
informatio 1 could have been documented.

was designed to document all recreational
activities i1 which the client participated, not
solely the zforementioned program,

At the tim: of the survey, the facility failed to
ensure Cl & nt #1's recreational program data

data relati] to his program objective.
W 242

The individual program plan must include, for
skills esseritial for privacy and independence

(including, but not limited to, toilet training,
personal 1/giene, dental hygiene, self-feeding,

revealed th¢ client had an IPP dated July 7, 2007,
Review of {li¢ IPP revealed the client participated

80% (unifi» 1 bawling league, winter games, and

Continued iterview with the QMRP and review of

collection rm for the aforementioned program.
Review of { 1e data collection form revealed that

participater. The form appeared to be generic as
it did not s|:ecify @ goal or objective for the client,

Interview ‘v th the QMRP revealed that the form

collection fisrm was designed to accurately collect

483.440(c) 6)(iii) INDIVIDUAL PROGRAM PLAN

those clie 1's who lack them, training in personal

bathing, crzssing, grooming, and communication

W 237

W 242

‘As of 09/14/07, a skill sheets have been deé'i_?;;ﬁéc_!
to document specific Speeial Olympic objective
for cliens # PRecreation .

UYhfo¥-

See Attachment [
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of basic nerds), until it has been demonstrated
that the clicit is developmentally incapable of
acquiring twem.
This STANDARD is not met as avidenced by:
Based on vhservation, interview and record
review, the ' acility failed fo ensure that clients’
individual piogram plans (IPP) included training in
personal s« |is, for one of the four clients (Client
#1) include ¢ in the sample.
The finding includes:
The facility ailed to ensure Client #1 received
training to address privacy when using the
bathroom.
Observation on September 11, 2007 at 4:20 PM
revealed Clent #1 in the bathroom, located in his
bedroom. ~"he client was observed standing in
front of thi loilet with his pants and | _
undergarnints down, exposing his genitals. 1t Staff in-setvice was done on 10/02/07 by the
should be #irther noted that the bathroom and social worker to stress the importance of
bedroom «lors were wide open, supervision and the clients privacy issues.
QMR-P_ and QA @& will continue to monitor ang
Interview 1vas conducted with staff on September supervise staff.
11, 2007 1 9:52 AM regarding the client's current - - .
- o . Ztivacy training was done by the Nursing
learning 03 ectives and did not reveal any Director on 10/10/07 to emphasize the
evidence ' at the client was receiving any training importance of assisting individuals in maintaining
in privacy \ thile using the bathroom. Review of privacy. Training was donc with both clients and
Client #1'si IPP (dated July 7, 2007) on stafl,
September 13, 2007 at 5:36 PM failed to provide
evidence »° a training objective to assist the client Attachment J
with main zining his privacy while using the
bathroom At the time of the survey, the facility 10-2-07
failed to ensure Client #1 received privacy
training.
W 247 | 483.440(c ) B)(vi) INDIVIDUAL PROGRAM PLAN W 247
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The indivic.. al program plan must include
oppertunitiz s for client choice and
self-manaygment.

This STAN DARD is not met as evidenced by:
Based on 'y )servation and interviewad review,
the facility Failed to ensure clients were provided
with oppor;tinities for choice and

self-manai; :ment, for four out of four clients
(Clients #1, #2, #3, and #4) included in the
sample

The findin;} includes:

The facility' failed to ensure clients were given the
opportunit; to make a choice regarding their
eating ute 1iils. '

Observatin of the evening meal on September
12, 2007, nzginning at 6:37 PM revealed the
clients se:iled at for the table eating their meal.
The dinner consisted of turkey, cabbage, sweet
potatoes, ;arn bread, milk, water and fruit cocktail
for dessell. Further observation of the table
setting revealed that spoans were the only
utensils given to the clients (Clients #1, #2, #3,
and #4). 'The Qualified Mental Retardation
Professialiil (QMRP) was interviewed after the
meal to &certain information regarding the
practice af giving the clients spoons only. The
QMRP fuit1er revealed that there was no reason
for the clients to receive spoons only and usually
indicated hat they were usually provided
additional titensils, At the time of the survey, the
facility failzd to ensure clients were given a chaice
regarding {heir eating utensils,

483.440(¢1 (1) PROGRAM IMPLEMENTATION

W 247

W 249

Staffwas in-serviced on 09/17/07 emphazing the
importance of providing all utensils during
mealtime sct-up which allows the clients to
excrcise choice in the type of utensils thay would
like to use. :

QMRP ad House Manager will monitor on daily
basis. QA and Program Manager will oversee on
a routine basis.

Ses Attachment K

ql12fe ]
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W 249

As soon a: the interdisciplinary team has
formulated 1 client's individual program plan,
each clien! Inust receive a continuous active
treatment |» ogram consisting of needed
interventio 15 and services in sufficient numper
and frequer cy to support the achievement of the
objectives iclentified in the individual program
plan.

This STAMDARD is not met as evidenced by
Based on »)servations, staff interview and record
review, the facility failed to provide continuous
active trealinent for three of the four clients in the
sample. (lients #1, #3 and #4)

The findin33 include:

1. Interviews with the Qualified Mental Ratardation
Professior il (QMRP) on September 11, 2007 at
B8:45 AM r»realed Client #1 was prescribed
psychotro;» c medications and had a Behavior
Support P :in (BSP) to address maladaptive
behaviors Review of the BSP (dated July 25,
2007) on ‘i sptember 13, 2007 at 5:34 PM
revealed t12 plan had the following two pragram
objectives:

- Client #1 vill display no more than 15 reports of
verbal ag(|iessian per month for 8 months.

~ Client #* will display no more than three
ocourrenc & s of physical aggression (hitting others
or objects) per month for 8 months.

Further rewiew of the plan revealed the plan
incorpora & d the use of a report card system,
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Accarding Io the BSP, Client #1 would review the

report car¢ svery two hours with his primary

counselor znd the counselor would document the

client's preg ress as it related to exhibiting any of

the aforer ¢ntioned targeted behaviors. For

example, 1t aff were required to ask the client the

following ¢'. estions svery two hours:

- Client #1 ¢lid you keep your hands to yourself?

- Client #1 «lid you talk politely?

- Client #1 lid you respect others property? [- Staff in-service training was conducted on October

. 3. 2007. Follow-up treining will be conducted as 10/3 /07

After the cliznt responded to the questions (yes or needed Both the Psychologist and QMRP will

no), staff 1 »>uld document either a 1 (referring to obsetve staffto dotermine if they arc implementing

yes) of 0 (¢ferring to no} onto the report card. the Bchavior Support Plan as putlined, staff will be

The repor :ard was scheduled to be completed informed of appropriate support steps.

from 4:00 M to 9:00 PM weekdays and 7:00 AM

to ©:00 PN oh the weekends. !f Client #1's report Please sce attachment C-3

card docu tiented 1's for at least 80% of the

documentation on the previous day, the clientwas

to receive "2 magazine of his choice, atripto a

favorite pl#:e for a movie, shopping, ete...).

Further re v ew of the data collection record

revealed Inere had been no documentation of

Client #1': report card after August 31, 2007. It

should be urther noted that staff were not

observed 0 utilize the report card system during

the surve!. Atthe time of the survey, the facility

failed to provide evidence that Client #1's BSP )

| was being mplemented as outlined.
51 .
2. The faz ity failed to implement Client #4's An ineservice was done by Speech .
spaech picgram as written. "m’“’. on _Amcriclanrs%n Eangu;a:h;l‘;ngm on
comtniunication goal of clien . [ i

On Septg niber 11, 2007 during evening cnsure the propeg implmcm;g(:, le"Ii‘:gitixgl ! D/ 7/ o7

observati s from 3:40 PM through 7:30 PM, communication goal. QA will monitor.

Client#4 #as observed participating in table top

activities juzzles). Once the client put a puzzle Please see Attachment B

piece in fliice, the client was observed hitting his |
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chest or bzr ging on the table,

Interview wilh the direct care staff and Qualified
Mental Ret:rdation Professional (QMRP) on
September (2, 2007 at approximately 11:00 AM
revealed thzt the client had a speech program to
produce Alrerican sigh language (ASL): good,
drink, finishi:d and game. The ASL "gooed" should
be implem:: 1ted as opposed hitting his chest or
banging or he table. Review of the clients
Individual 1* ogram Plan (IPP) dated February 2,
2007 reve:il 2d an objective which stated, "[the
client] will |yoduce four ASL sings "good, etc...
with 80% irlependence in one year December
2007.

| There was 110 evidence that the direct care staff
implement 4 the strategies for Client #4's speech
program o 3 ective,

3. The facility failed to implement Client #4's 3
activities af daily living skills. - Client # 4 IPP goals and objectives will be
implemented as written, Sta(f in-service was
a. On Sey tamber 11, 2007 at 4:31 PM, direct done op 10/02/07 to ensute consistent j0/2)07
care staff was observed putting Client #4's snack implementation of his programs.
utensil in t12 kitchen sink, At 7:21 PM, direct care '
Scc Attachment F

staff was 21jain, observed putting the client's
dinner pla' ¢, cup and utensils in the sink.

| Interview v th the direct care staff indicated that
the client 1iliould be kept busy to avoid shirt
tearing. ,
Record re ew of the IPP dated February 2, 2007,
Client #4 l10s a program objective which states,
"[the clien] will place dinner ware to the kitchen
sink on 8( °% of the trials recorded per month for
three conticcutive months,

b. On Se»ember 11, 2007 during evening
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observation, the direct care staif was observed
wiping the zible, after both the snack and dinner | 3 - b-
meal. Inte \iew with the direct care staff indicated

- . . An in-service was done by Speech Pathologist on
1 | S Y Pc ! gl
?;::i:'nhge client should be kept busy to avaid shirt 10/01/07 on American Sign Langusge and

communication goal of client # 4, QMRP. will
ensure the proper implementation of individual m/; ) e7
communication goal, QA will monitor,

Record reviow of the IPP dated February 2, 2007,
Client #4 has a program objective which states,
"lthe client will wipe the table on 80% of the trials Please see Attachment E
recorded fer month for three consecutive
months.

There was 110 evidence that the facility
encouraget Client #4 to participate in activities of
daily living zKilis.

W 252 | 483.440(e (1) PROGRAM DOCUMENTATION W 252

Data relatis » to accomplishment of the criteria
specified i1 client individual program plan
objectives riust be documented in measurable
terms.

This STANIDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to e ' sure data relative to the
accomplishment of the criteria specified in each
client' s in vidual program plan objectives were
documentad in measurable terms, for ane of the
four clienti (Client #1) included in the sample.

The findiny includes:

Interview Aith the Qualified Mental Retardation
Professio 13l (QMRP) on September 11, 2007 at
8:45 AM rzvealed Client #1 was prescribed
psychotrajtic medications and had a Behavior
Support F lan (BSP) to address maladaptive

|
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behaviors, Review of the BSP (dated July 25,
2007) on Srptember 13, 2007 at 5:34 PM
revealed tr¢ plan had the following two program
objectives:

- Client #1 will display no more than 15 reports of
verhal agg «ssion per month for 6 months.

- Client #1 vill display na more than three
occurrences: of physical aggression (hitting others
or objects) per month for € months. '

Further revizw of the plan revealed the plan

incorporati ] the use of a report card system.

According 1) the BSP, Client #1 would review the
report carc| avery two hours with his primary
counselor #nd the counselor would document the
client's pre ¢ ress as it related to exhibiting any of

the aforen i« ntioned targeted behaviors. For
example, i1aff were required to ask the client the

following ¢ 1 estions every two hours:

1. Clienti" did you keep your hands to yourseif?

2. Clienty! did you talk politely?
3. Client3! did you respect others property?

After the ¢!lent responded to the guestions (yes or
no), staff \vauld document either a 1 (referring to
yes) of 0 (n:ferring to no) onto the report card.
The repor: zard was scheduled to be completed
from 4:00 F'M to 9:00 PM weekdays and 7:00 AM
to 9:00 PM on the weekends. Review of the data
collection r:cord revealed there had been no
documents tion of Client #1's report card after
August 3*, 2007. Additional review of the client's
data colle2ion record revealed the documentation
collected: ‘rom May 2007 through August 31, 2007
failed to t¢ documented as outlined in the plan
(there we ' no 1's or 0's docurnented). Atthe

. Toteinforce BSP as written, staff was in-serviced
. on the current behavior support plan of clicnt #
- §. Psychologist and the QMRP will monitor and

implementation of the prescribed plan, Scc in-
gervice sheets,
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'483.440(f) 1)(ii) PROGRAM MONITORING &

consent w2 s obtained prior to the administration

Continued [ rom page 29

time of tha siurvey, the facility failed to ensure
data collecid for Client #1's BSP (report card)
was collec e:d in the form outlined by the plan.

CHANGE

The comm i tee should insure that these programs
are condui;ied only with the written informed
consent of 1he client, parents (if the clientis a
minor) or | »3al guardian,

This STAMIJARD is not met as evidenced by:
Based on bservation, staff interview and record
review, the: facility failed to ensure that each
client's be 1avior intervention technique, including
the use of tehavior modification drugs was
conductec ‘vith the written informed consent of
the client, [:arents (if the client is a minor) or legal
guardian far three of four clients in the sample
(Clients #:!, #3 and #4).

The findings include:

1. The fauility failed to obtain informed consent
prior to thi: use of restrictive measures as
described i1 Clients #3 and #4's Behavior Support
Plan, [Se: W124, 1 and 2]

2. The fa: lity failed to ensure that informed
of sedatians for Client #4. [See W124, 3]

3. Interviiev with the Qualified Mantal Retardation
Professio 1al (QMRP) on September 11, 2007 at
8:45 AM anid review of Client #2's record on
Septembi:l 12, 2007 at 7:42 PM the client ufjlized
a Behavic r Support Plan (BSP) to address
maladapt ve behaviors (self injurious behaviors

W 252

W 263

i Please see answer to W 124, 1and 2

& . Pleasc see W 124 -3
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Continued *'om page 30

and physicii' aggression), Further review of the
plan dated February 20, 2007 revealed the plan
incorporate s the use of restrictive technigues (i.e.
assisting tr« client to a new area in instances
when aggri:;sive behaviors are displayed and
physical pranpting to addrass SIB).

It should b noted that additional interview with
the QMRP ¢ n September 11, 2007 revealed
Client #2 d ¢ not possess the capacity to give
informed ¢ 21sent for the use of his medications
and habilit:ifion services. Additionally, the QMRP
failed to pravide evidence of a legal guardian to
assist the «l ent in making decisions, Review of
Client #2's 12cord verified the QMRP's statement
regarding 11 e client's capacity ta give consent.
The client: psychological assessment dated
Septembe ' 25, 2006, reviewed on Septemnber 12,
2007 at 6:!i'| PM dogumented that Client #2,
"does not lisplay the capacity to make decisions
on his owr ehalf regarding his

treatment/ 1 abilitation, ongeing medical care,
residential placement, and financial matters.”

At the time: of the survey, the facility failed to
provide eviclence that its Human Rights
Committer: had obtained written informed consent
for the use: >f Client #2's behavior support plan.
483.440(f)( 3)iii) PROGRAM MONITORING &
CHANGE

The comniittee should review, monitor and make
suggestio 1 ; to the facility about its practices and
programs i s they relate to drug usage, physical
restraints, 1ime-out rooms, application of painful
or noxiouts stimuli, control of inappropriate
behavior, [:rotection of client rights and funds, and
any other #reas that the committee believes need
to be addi¢ssed. ‘

W 263

Client #2 _BSP was apptoved by Human Rights
Committee Februaery 22, 2007. The it intent of the
program - taking him to another area of the room
was not restrietive in naturc but revicwed as a safety
mechanism to prevent injury to the client as well as
his peers.

See Attachment L~ % =% 2—

W 264
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Continued I rom page 31

This STAM DARD is not met as evidenced by:
Based on 1 )servation, interview and record
review, the: ‘acility failed to provide evidence that
its Human Rights Committee (HRC) thoroughly
monitored & nd made suggestions about the
facility's practice of pad locking the freezer, for
one of the &ight clients (Client #7) that resided in
the facility

The findin j includes:

Observatiii on September 11, 2007 at §:23 AM
revealed Client #7 from the kitchen, through the
dining roo 1, into the living room. The client
mouth wa 5 observed to be stuffed with bread.
Observatis 1 of the kitchen environment, directly
after the zfrementioned incident, revealed one
loaf of brezd (little less than half a loaf) was on
tap of the lirge freezer. The freezer in the
kitchen wit'; observed to be locked,

Interview ‘nas conducted with the Qualified Mental
Retardaticr| Professional (QMRP) and one staff
member ¢ September 11, 2007 at 8:31 AM to
ascertain information about why the freezer was
locked. It \vas revealed that the freezer was
locked to nrevent unnecessary items from being
removed. Additionally, it was revealed that Client
#7 was krown to grab food. The QMRFP was
further int3viewed to determine if the facility's
practice cf locking the freezer had been reviewed
and appreyed by their HRC, and at the time of the
survey, ttire was no evidence provided that
revealed ‘I e aforementioned practice had been
approved

483.460(¢) NURSING SERVICES

W 264

The large freezer is used for extra food storage.
The practice of lockitig the freezer as a safety
measure will bc discussed at the pext HRC
Meeting to be held on November 14, 2007. The
Fridge in the kitchen holds more than adequate
food for weekly use.

W 331

ul oy
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The facility must provide clients with nursing
sarvices ir .iccordance with their needs.

This STAMDARD is not met as evidenced by:
Based on ; aff interview and record review the
facility failivl to ensure nursing services in
accordance with the neads of two of four clients in
the sampl: (Clients #1 and #3)

The findin 35 include:

1. The fatiity's nurse failed to ensure that the
health sta . s was reviewed by the Registered
Nurse (RN} on a quarterly or more frequent basis. | Please see Answer to W 336
[See W333| ‘
Please s¢e Answer to W 369
2. The fatiity's nurse failed to ensure that the
Client recuived all prescribed medications Please see Answerto W 371
without eror. [See W369]

3. The fauility's nurse failed to ensure clients are
taught to iidminister their own medications. [See
w31y

W 336 | 483.460(c) 3)(iii) NURSING SERVICES W 336

Nursing s# vices must include, for those clients
certified a3 not needing a medical care plan, a
review of 1eir health status which must be on a
quarterly 1:' more frequent basis depending on
client need,

This STAYDARD is not met as evidenced by.
Based on iterview and record review, the facility
failed to e sure that a health status was reviswed
by the nuiting staff on a quarterly or more
frequent hiisis for two of the four clients in the
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W 336 | Continued #rom page 33 b waze
facility. (Cliants #1 and #3)
The finding ncludes:
1. Intervie n with the facility's Licensed Practical |-
Nurse (LPI1) on September 13, 2007 revealed Unfortunately, the QMRP had not filed the
that the Re ¢ istered Nurse completes quarterly nursing quarterly in a timely manner, A copy of
nursing exans. Review of the Client #4's medical ﬂu:i nursing quarterly was retricved from the office
record revitaled that a nursing assessment was o f‘"’d on the same day, September 13, 2007. 9 /,( 3/ 07
completed (n January 3, 2007. Further review of surveyor was made awsre,
client's merical record failed to evidence that a
quarterly hrpalth status had been completed for
the first quirterly review period (April 12, 2007).
2. Intervier with the facility's nurseon 9. | Client# 1 was hospitalized from July 6-July 27.
Septembe* 13, 2007 revealed that the Registered 2007. During this period, daily nursing notes
Nurse was esponsible for completing quarterly were being written instead of a quarterly report,
-assessmels of the clients, Review of Client ;
) . Quarterly report was completed by Nursing
#1's medicsl record on _Sep:tember 11,2007 at Staff and filed on 09/17/07. DCHC will ensure
4:15 PM rivrealed the client's annual nursing that nursing quarterlics are filed in timely g /,7 / 09
assessmeant was conducted on May 2, 2007, nanner.
Further re ' ew of the client's record revealed that
there was -0 quarterly assessment in the record
after the date of the assessment through the
survey tims period.
W 369 | 483.460(k)12) DRUG ADMINISTRATION W 369
The syste 1. for drug administration must assure
that all druigis, including those that are
self-admirii stered, are administered without eror,
This STANDARD is not met as evidenced by:
Based an ¢ bservation, and record review, the
facility failad to ensure that the Client received all
prascribe] medications without error for one of
the four ¢ iiints in the sample. (Client #1)
The findir ¢ includes:
FORM CMS-2587(02-99) Prex I( Qa Versions Obeolete Event 10: MOH711 Fecliity 1D DBGO22 If continuation sheet Page 34 of 38




PRINTED: 09/27/2007

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AFPROVED
CENTERS FOR ME .. ICARE & MEDICAID SERVICES . OMB NQ. 0938-0391
STATEMENT OF DEFICIENC I1:5 {X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION! IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
09G022 8. WING 09/14/2007
NAME OF PROVIDER OR £1)PPLIER ' STREET ADDRESS, CITY, STATE, ZIF CODE
¢ HEALTH CARE 1026 8TH STREET NE
P WASHINGTON, DG 20002 _
(X4) I SUN NARY STATEMENT OF DEFICIENCIES * ' D . PROVIDER'S PLAN OF CORRECTION (X8
PREFIX (EACH L EFICIENCY MUST BE PRECEDED BY FULL PREFIX, (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULA "ORY OR LSC IDENTIFYING INFORMATION) - TAG CROSS-REFERENGED TQ THE AFPROFRIATE DATE
. . DEFICIENCY)
W 389 | Continued From page 34 W 369

Observatic r of the medication administration on
Septembe’ 11, 2006 at 8:30 AM, Client #1 was

administerad Lorazepam 0.6 mg, Multivitamin, Client # 1 medication Vitamin C wes

Norvasc 2 £ mg, Aspirin 81 mg, Calcium o 0 08/17/07 & per the Physician’s
Carbonate '/0 gr, Proscar 5 mg and Buspar 5 mg. g:_fgfnﬁ,“.fé%n me"zumm frdg, bccasse PO is
Record reviaw of the medication administration computer generated and it takes titne to delete
records (I /\Rs) and the physician orders the satme from the gystem. However, it was
indicated t1at the client should have received in struck of by hand on 08/17/07,

addition to .iforementioned medications, Vitamin

C. Intervi¢nv with the Licensed Practical Nurse Atlzdaonend - M

(LPN) indi :ated that the primary care physician
discontinu zd the medication.

According (> the current physician orders dated
September 2007 revealed that the Vitamin C was !
on the cur-unt orders.
W 371 | 483,460(k)14) DRUG ADMINISTRATION W 371

The syste 1. for drug administration must assure
that client: are taught to administer their own
medicatio 13 if the interdisciplinary team
determings that self-administration of medications
is an apprpriate objective, and if the physician
does not iipecify otherwise.

This STANDARD is not met as evidenced by
Based on ¢bservation, interview and record
review, th facility failed to ensure clients are
taught to :3 iminister their own medications, for
four of the: four clients (Clients #1, #2, #3, and #4)
included i+ the sample.

The findir ¢ includes:
The facility failed ensure clients were trained to

administer their own medications. (See W227)
W 436 | 483.470(1/'(2) SPACE AND EQUHIPMENT - - - w 4361
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W 436

{ the client 11:;;e a sectional plate when eating to

Continued “rom page 35

The facility riust furnish, maintain in good repair,
and teach «:lents to use and to make informed -
choices ab 1.t the use of dentures, eyeglasses,
hearing an§ other communications aids, braces,
and other ¢ tvices identified by the

interdiscipl r ary team as needed by the client.

This STANLIARD is not met as evidenced by:
Based on «:liservation, interview and record
verification, the facility failed to ensure that
adaptive e} sipment identified as neaded by the
interdisciplinary team were furnished and
maintaine¢ ‘or two of four clients included in the
sample, (C]ents #2 and #5)

The finding ¢ include:

1. Observzlion of the evening meal on
Septembe- 11, 2007 and September 12, 2007
revealed tl11: client received his meal on a regular
plate.

Interview v th the Qualified Mental Retardation
Professior ] (QMRP) and review of the client's
Occupational Therapy Assessment (dated
Decembel 13, 2008) on September 12, 2007 at
12:21 PM r:vealed the consultant recommended

increase t i3 ability with identifying his food. The
QMRP wzs interviewed on September 14, 2007,
to ascerta r- information regarding the client's
recommeed sectional plate. The QMRP
revealed {12t the plate was being ordered. Atfthe
time of tha survey, the facility failed to ensure
Client #2 |1.1d the recommended sectional plate to
utilize durr g meals.

W 438

+

DCHC will make surg that all rccommendations
arc implemented and will ensure to replace/otder
equipments in timely mannet. Scctional platc and

dycem mat westeccivedon 4 [ 15707, q'/IS/cﬁ

DCHC will ensure that eating protocols and
precautions are followed by the staff. QMRP will
continue staff training and monitor the proper

implementation of the eating protocol.

FORM CMS-2567(02-09) Prav ¢ug Versions Obgolete Event 1D MOHT11

Facility ID; 09G022

If continuation sheet Page 36 of 38




DEPARTMENT OF H[ZALTH AND HUMAN SERVICES

PRINTED: 08/27/2007

STATEMENT OF DEFICIENG E S
AND PLAN OF GORRECTION

FORM APPROVED
CENTERS FOR MEI) GARE & MEDICAID SERVICES OMB NO. 0938-0391
DT
(x1) PROVIDER/SUPPLIER/CLIA (*2) MULTIFLE CONSTRUCTION (X3) DATE SURVEY
1IDENTIFICATION NUM_BER: COMPLETED
A. BUILDING
09G022 B. WING 09/14/2007

NAME OF PROVIDER OR §!1I'PLIER

D C HEALTH CARE

STREET ADDRESS, GITY, STATE, 2P CODE
1026 8TH STREET NE

WASHINGTON, DC 20002

x4) ID
PREFIX
TAG

SUM ﬁ aRY STATEMENT OF DEFICIENCIES
(EAGH D ¥ JICIENCY MUST BE PRECEDED BY FULL
REGULAT( RY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

(%5
(EACH CORRECTIVE ACTION S8HOULD BE COMPLETION

CROSS-REFERENCED TD THE APPROPRIATE DATE

OEF iGIENCY)

W 436

W 474

Continued ~rom page 36

2. On Seppmber 11, 2007 during meal
observatiol:; at the residential facility, Client #5
was obsend using a piate guard. The dinner
plate was ¢hiserved moving around on the table

| top. Interv ¢ w with the Qualified Mental

Retardatioly Professional (QMRP) on September
13, 2007 nrealed that the dycam plate had been
damaged. |urther interview with the
Administralor

According lo the eating feeding protacol dated
July 11, 2C( 7 revealed that the client needs a
dycem ma.: and plate guard. There was no
evidence t1at the facility provided Client #5 with
the approy r ate adaptive feeding equipment as
recommer ¢ ed.

483.480(b (2)(iil) MEAL SERVICES

Food mus: ce served in a form consistent with the
developmuiintal level of the client.

This STANIDARD is not met as evidenced by:
Based on abservation, staff interviews and record

review, thu: facility failed to provide the prescribed '

texture die t for one of the eight clients residing in
the facility [Client #5)

The findiny includes:

On Septeir ber 11, 2007 at 7:25 AM, Client #5
was obse 1 ed eating a bite size breakfast which
consisted ¢ f scrambled eggs, chicken patty, and
toast. Th client was cbserved to stuff six
teaspoon:; of food into his mouth, without direct
care staff intervention.

At 7:05 PV, Client #5 was observed receivinga

W 436

W 474

Client# 5 food was to be pureed it wag an erroron
part of the staff. Staff has been traincd on

. 09/17/07 to follow the proseribed diet/texturc
order.

Attachment B

’1‘//7107
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vegetable ¢ up, lettuce and tomatoes). Further
observatior of the client revealed no visible teeth.
Interview with Qualified Mental Retardation -
Profession:i (QMRP) indicated that the client had
recently ha‘j his teeth extracted and was then
recommen 12d that the client receive a pureed
diet.

According ‘¢ the eating feeding protocol dated
July 11, 2027 revealed a 2500 calorie, double
portions, p 4 eed diet. Review of the client's
current phy s ician orders confirmed the pureed
diet.
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1 000| INITIAL COMMENTS 1 000

The recerliiication survey was conducted from
Septemnben 11, 2007 through September 14,
2007, A tandom sample of four residents was
selacted 1rm a residential population of eight
males wit 1 mental retardation and other
disabilitie;i. The survey findings were based on
observatiis in the group home and three day
programs ‘nterviews and a review of records,
including 1 wsual incident reports,

1042| 3502.2(b) IAEAL SERVICE / DINING AREAS 1042
Madified (/iats shall be as follows:

(b) Plannx |, prepared, and served by individuals
who have received instruction from a dietitian;
and...

This Statut2 is not met as evidenced by:

Based on ubservation, interview and record
review, the Group Home for Mentally Retarded
Parsans (LiHMRP) failed to ensure that modified
diets were: sarved as prescribed, for one of the
four resid »1ts (Resident #5) that resided in the
facility.

The findir ¢ includes:

On Septenber 11, 2007 at 7:25 AM, resident #5
was obse~ed eating a bite size breakfast which
consisted of scrambled eggs, chicken patty, and
toast. Tha resident was observed to stuff six
teaspoon ; of food into his mouth, without direct
care staff i tervention.

At 7.05 P v, Resident #5 was observed receiving
a pureed :dinner (chicken sandwich on a bun,
vegetable :soup, lettuce and tomatoes), Further
observatio 1 of the resident revealed no visible
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1042 | Continuet| From page 1 were | .
teeth. Inte rview with Qualified Mental Retardation Staff - in-servnc§d on lpr oper.
Professio 13l (QMRP) indicated that the rasident implementation of clhxe-nt # 5's meal!
had recer ty had his teeth extracted and was then protocol, QMRP, Dietitian a_nd Speech
-recomme 13ed that the resident receive a pureed Pathologist will monitor the | ‘?/i7/07
diet. implementation of all meal time protox.:ol. :
QMRP and House Manager will monitor :
According © the eating feading protocol dated the above on daily basis. Also QA and '
July 11, 2307 ravealed & 2500 calorie, doubla - Program Manager will ensure that
portions, > Ireed diet. Review of the resident’s implementation of feeding protocol.
current phy sician orders confirmed the pureed ey
diet. ﬂ"]’}"mc.e’l M ¢ 9
1180 3508.1 AlJVINISTRATIVE SUFPORT 1180

Each GHIVRP shall provide adequate
administny ive support to efficiently meet the
needs of 'I e residents as required by their
. Habilitaticr plans.

This Statule is not met as evidenced by:
Based on observation, interview and record
review, ths GHMRP failed to ensure adequate
administryive support had been provided to
efficiently r1eet the needs of the residents as
required by their habilitation plans.

The findit ¢ includes:
Flease se

1. The fazility failed to provide continuous active W249, 6 ESwerto W104, W195, W196 and

treatment services. [See Federal Deficiency

Report Cilation W104, W195, W198, and W249)

2. The fiility fatled to ensure that its Qualified
Mental Rixiardation Professional (QMRP)
adequate y monitored, integrated, and Please see answer to W159.
coordinat 21 each resident’s active treatment
program [ 3ee Feaderal Deficiency Report Citation
W159]
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STATE FORM L2 MOM711 IFcontinuation sheet 2 of 18



PRINTED: 08/27/2007

STATEMEN

AND PLAN OF CORRECTCN

T OF DEFICIE1CIES (XN PRCNIDEFUS-UPPLIERICLIA

{DENTIFICATION NUMBER:

09G022

FORM APPROVED
. {%3) DATE SURVREY
(X2) MULTIPLE CONSTRUCTION ’CGMFLETED
A, BUILDING
. WING '
B. WIN 09/14/2007

WAME OF PROVIDER OR £ UPPLIER

D C HEALTH CARE

STREET ADDRESS, CITY, STATE, 2IP CODE

1026 8TH STREET NE
WASHINGTON, DC 20002

{X4) ID
PREFIX
TAG

SUN MARY STATEMENT OF DEFICIENCIES
(EAGH [ EFICIENGY MUST BE PRECEDED BY FULL
REGUL \ 'ORY DR LSC IDENTIFYING INFQRMATION)

[»]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

(x8)
COMPLETE
PATE

1229
1229

Continuei From page 2
3510.5(f) SiTAFF TRAINING

Each traiiting program shall include, but.not be
limited to he following:

(f) Speciz!'y areas related to the GHMRP and the
residents t> be served including, but not limited
to, behav ¢r management, sexuality, nutrition,
recreatiol, total communications, and assistive
technolog:izs;

This Statre is not met as evidenced by,

Based or nbservation, interview, and record
review, tt ¢ GHMRRP failed to ensure staff were
effectivel ( trained on each resident's dietary plan
and behzvior support plan fat two of the eight
residents (residents #4 and #5) in the facility.

The findinys include:

1. The fz¢ility failed to ensure staff displayed
competeny in implementing Resident #5's diet
order.

On Septeraber 11, 2007 at 7:25 AM, Resident #5
was obsg rved eating a bite size breakfast which
consistec >f scrambled eggs, chicken patty, and
toast. Tr« resident was observed to stuff six
teaspoons of food into his mouth, without
chewing, taking a break or direct care staff
interventian.

At 7:05 M, Resident #5 was observed receiving
a pureed ¢inner which consisted of chicken
sandwict »n a bun, vegetable soup, lettuce,
tomatoes .ind a shake. Further observation of
the residi:at revealed na visible teeth, Interview
with Qua i'ied Mental Retardation Professional
(QMRP) r dicated that the resident had recently
had his tith extracted and was then

1229
1229

Staff were in-serviced on proper
implementation of client #5's meal
protacol, QMRP, Dietician and Speech
Pathologist will monitor

feeding protocol.
Attachment 'D*

the
implementation of all roeal time protocol. .
QMRF and House Manager will.monitor the
shove on daily basis. Also QA and Program °
Manager will ensure that implementation of ‘-

Q/W/o?
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1374

Céntinuecl From page 3

recomme 13ed that the resident receive a pureed
dlet

Accordlnc o the Eating - Feeding Protocol dated
July 12, 2337 indicated that the resident's food

texture sk c uld be down graded to pureed by the
primary ¢ '@ physician due to dental extractions

and the reident's rapid eating pace. The

techniques included in the protocol indicated:

- sit next 1 the resident while having a meal;

- prepare |- ureed diet;

- prompts 1he resident to alternate his liquids and
solids aften 2-3 bites of food;

- provide /arbal prompts to slow down and put
ess food 121 spoon;

- encoura e napkin usage;

- verbal ¢ 425 to thoroughly chew his food:; and

- provide v :rbal praise when the resident
complies.

Review o he current physician orders on
Septembi 14, 2007 at approximately 12:30 PM
confirmet: hat the resident should receive a

pureed diz:,

There was no evidence that the facility
implemer t2d Resident #6's feeding protocol.

2. See FaJjeral Deficiency Report - Citation
W183

3519.5 ElVERGENCIES

After met i :al services have been secured, each
GHMRP :5hall promptly notify the resident ' s
guardian, Lis or her next of Kin if the resident has
ho guardizn, or the representative of the
spansorit ¢ agency of the resident ' s status as
soon as possible, followed by written notice and

229

374

| I ~
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1374 | Continue| From page 4 1374 .
+ 4

documen : tion no later than forty-eight (48) hours Medical guardians of clients 1, # 3 and were -
after the i1:ident. appointed in May andincident took place in -
February. Medical guardians have reviewed the
This Statuiz is not met as evidenced by: AMR and are aware of their clients incidents. '
Based on staff interview and record review, the
GHMRP iziled to provide evidence of the prompt See Auachment A
notificatian of parents or guardians of significant
incidents for three of the eight residents in the
facility. Residenis #1, #3, and #4)

The findir ¢ includes: Please sec answer to W148,

See Federal Deficiency Report - Citation W148

1 379| 3519.10 EIMERGENCIES 1379

In additiol 1 to the reporting requirement in 35195,
each GHI/RP shall notify the Department of
Health, Haalth Fagilities Division of any other
unusual iivident or event which substantially
interferes with a resident ' s health, welfare, living DCHC will make sure that all notifications of
arrangen ; nt, well being or in any other way upusual incidents are reported Kto the DOH as '
places th: resident at risk. Such notification shall required by law,
be made ty telephone immediately and shall be
followed 1) by written natification within
twenty-fo 1 (24) hours or the next work day.

i0-23-07

This Staty e is not met as evidenced by:

Based or ‘nterview and record review, the
GHMRP ' iled to ensure the Department of
Health, Health Facilities Division was immediately
notified o' unusuai incidents that substantially
interferec 'wvith a resident's health, for two of the
four residents (Residents #1 and #4) included in
the sample:.

The findiny) includes:

Health Regu-ation Adminl 5 ration
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Review o' he facility's unusual incident reports
and inveslijations on September 11, 2007 at
approxim a ely 10:00 AM, revealed the facility
failed to iir mediately notify the Department of
Health of Ihe following incidents as required:
a. On Fedruary 25, 2007 at 1:20 PM staff
documen:ed that Client #1 was not feeling well a DCHC will make sure that all
ind refusadd tt% ea:hbre?kfasrt‘- dT'ge stafg fu rthecri \ p notifications of unusual incidents are -
ocutmen d that the client had been observed to o :
i ! T ! reported to DOH as required by law..
vomit "da-i:-brownish stuff" three times. The b An in-service training is scheduled for-
client was, subsequently taken via ambulance to 1] OMRP’s and administrative staff
the emeryji:ncy room for evaluation, Further all QMRP’s and administrativestaffon |, o3 49
review of e incident report revealed that the incident reporting on 10/23/07.

Departme: it of Health was initially notified of the
aforemer ioned incident on February 26, 2007. It
should be 10ted that review of the investigation
revealed hat the client was diagnosed with
suspecte) small bowel obstruction and was
hospitalizad until March 1, 2007.

b. On February 14, 2007 at 12:45 PM, staff
reported '+ at Client #4 was observed to exhibit
jerking mavements for ten seconds. The
movemeris were classified as a seizure and the
client was: taken to the emergency room. Further
review of t1e incident report revealed the facility
notified th¢: Department of Health on February 15,
2D007.

1395 3520.2(¢’ ROFESSION SERVICES: GENERAL | 1395
PROVISIZNS

Each GHAIRP shall have available qualified
professianal staff to carry out and monitor
necessary professional interventions, in
accardanc:e with the goals and objectives of every
individual habilitation plan, as determined to be
necessary by the interdisciplinary team. The
Health Regulation Adminl 7 ration ’ . .
STATE FORM esun MOH711 If continugtion sheet 6 of 18
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Continuet| “rom page 6

professiom Il services may include, but not be
limited to, those services provided by individuals
trained, q.1lified, and licensed as required by

| District of {iolumbia law in the following

discipline:; or areas of services:
(&) Nursiyy;

This Statutz is not met as evidenced by:
Based on i terview and record review, the
GHMRP 1z /led to ensure its nurses had current
licenses ¢r file.

The findir; includes:

Review of ‘he personnel records on September
12, 2007 ‘¢vesled the GHMRP failed to have
current licznse on file for one licensed practical
nurse,

3520.9 PI: OFESSION SERVICES: GENERAL
FROVISIINS

Each GHi RP shall cbtain from each professional
service picvider a written report at least quarterly
for sarvic; provided during the preceding
quarter.

This Statuia is not met as evidenced by:

Based on sitaff interview and record review, the
Group Hcre for Mentally Retarded Persans'
(GHMRF', failed to provide evidence of a nursing
and nutrti:i sn quarterly reports two of the four
residents i1 the sample. (Residents #1 and #3)

The findirig) includes:

See Federal Deficiency Report - Citation W336

I

385

407

Unfortunately, the QMRP had not filed the !
nursing quartcrly in a timely manner, A copy of !
the nursing quarterly was retricved from the

office and filed on the samc day, September [,
2007. The sutveyor was made aware. !

Client # 1 was hospitalized from July 6-Yuly 27, |
2007, During this period, daily nursing notes!
were being written instead of a quarterly report,

9-i7-¢7
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Continuerl From page 7 -
3521.3 HASILITATION AND TRAINING

Each GHIv RP shall provide habilitation, training
and assistince to residents in accordance with
the resider t ' s Individual Habilitation Plan.

This Statuiz is not met as evidenced by:

Based on interview and record review, the
GHMRP {ziled to ensure habilitation, training and
assistanci was provided to its residents in
accordan ; & with their Individual Habilitation
Plan(s).

The findirg) includes:

I. The fauiity failed to ensure Resident #4
received .a continuous active treatment program
by makini certain the client's Behavior Support
Plan (BS[? was implemented as written.

A. On Segtember 11, 2007 from 3:40 PM to
7:45 PM, fhe following, was observed:

3:40 PM - Resident #4 was observed entering the
facility will his shirt tom, exposing his chest,

4:10 PM - Resident #4 was observed tearing his
shirt around the neck and left sleeve,

4:18 PM - Resident #4 began tearing his right
underarrr sleeve. The direct care staff stated to
the client 'sit on your hands.” The
residentcamplied with the staff directive.

4:19 PM . the direct care staff was observed
tying the 2ient's shirt into a knot at the neck-line
to keep ths client's chest and back from being
exposed.

4:20 PM - Resident #4 was observed assisting

1422
1422

o+ =

In-service training provided to staff on

059/13/07 and 10/03/07 to ensure client # '
4's BSP ig followed as written and that

client is always well dressed.

Please see Attachments C-1 & C-2

QMRP, QA and Program Manager will'i
continue to monitor on a daily basis. ‘ f
Jo /3 [o7
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1422 | Continuet! From page 8 1422

direct car2 staff with dinner preparation, The
direct cara staff stepped away (approximately two
feet) to pul something in the trash can and the
residentran) upstairs to his bedroom. The staff
pursued thz residentup the stairs. '

4:22 PM - Residen t##4 remaved the bed linens
fraom his tx:d along with removing Clients #6 and
#8's bed lihens.

423 PM . Resident #4 was observed to be
seated or ‘esident#6's bed.

4:25 PM - Resident #4, along with a direct care
staff, wera observed to be seated on resident#8's
bed, The 1esidentwas instructed by the staff
member I "sit on your hands."

4.26 PM . he direct care staff was overheard
saying, "it 'rou want to tear something, tear your
shirt." Tte residentthen observed to tear his
shirt. .

4:30 PM - Resident #4, escorted by direct care
staff cams downstairs without wearing a shirt.
The residentbegan to participate in tabletop
activities (uzzles).

4:31 PM - Resident #4 was called to the dining
table to riceive his afternoon snack, without
wearing #1 shirt. Resident #4 was without a shirt
for 1 hou* 55 minutes.

B. Interv¢w with the direct care staff on
Septemb2- 11, 2007 at 5:55 PM, revealed that
Resident #4 has a behavior of tearing his shitts
and somiximes his pants. The resident must be
maonitored at all times, to avoid his behavior of
shirt tearirg., When the resident displays this
behavior staff should provide the residentwith

Heailth Regllztion Adminia ration
STATE FORM L MOHT711 IF tortinuation sheet 9 at18
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Continuec: -rom page 9

another si.rt, althbugh the residentwill tear it
again. AtG:06 PM, the direct care staff provided
the residentwith a shirt.

C. Reviewr of Resident #4's Behavior Support
Plan (BSF'] dated February 20, 2007 verified that
the residert had the targeted behavior of clothes
ripping. According to the BSP, the direct care
staff should demonstrate the following strategies:

- Invalve tha resident in activities which involve
eohstructiv 2 use of his hands;

- Praise hiry with social praise;
- Once the: resident displays the maladaptive

behavior .- he direct cara staff say, "[the client] do
not tear yi ar shirt and put your hand down; and

| - Immediztzly provide the rasident with another

article of ¢;isthing,

Observatiuns of this behavior during the survey
failed to pravide evidence that Resident #4's BSP
was being mplemented as outlined.

2, On September 11, 2007 during evening
observations from 3:40 PM through 7:30 PM,
Resident #4 was observed participating in table
top activit s (puzzles). Once the resident put a
puzzle piece in place, the resident was observed
hitting his chest or banging on the table.

Interview with the direct care staff and Qualified
Mental Ruiardation Professional (QMRP) on
Septernbi: 12, 2007 at approximately 11:00 AM
revealed '} at the residenthad a BSP to address
the client's chest hitting. Review of the BSP
dated Felyuary 22, 2007 revealed a program
abjective which stated, “[the client] will reduce the

422

i)

Staff in-service training on the current |
Behavior Support Plan was conducted op |
October 3, 2007, Follow-up traiing wil] :
be conducted as needed. Both the
Psychologist and the QMRP wil] continue

tomonitor staffand give additional training ,
as needed. QA & Program Manager will '
also monitor the zbove on routing basis.

io}z/oy

Ao mund Q14 €0
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1422 Continued From page 10 1422

frequency »f chest hitting to 20 reports per month
for six merths.

According o the BSP, the direct care staff should
demonstra e the following strategies: ‘

- Involve 11 e resident in activities which involve
constructly = use of his hands; '

- Praise hirn with social praise and staff should
clap their Ir-ands when praising the client.

- the resiclent will be trained to clap his hand
when he I1i1s done a good job;

- Once th 2 resident displays the maladaptive
behavior - he direct care staff say, "No [the
client] do rot hit your chest. Instruct the
residenttc: xlap his hands. Provide verbal
prompts to hands on hand assistance as needed;
and

- Continu2 to reinforce the resident for
approprialn behavior throughout the day.

Observat c ns of this behavior during the survey
failed to g rovide evidence that Resident #4's BSP
was bein( implemented as outlined.

3, The facility failed to implement Resident #4's
speech pugram as written.
- An iﬂ-SCWiC& was done by Speec 3

On Septeraber 11, 2007 during evening 3 10/0107 on Americany sfgn hLI;::?;;wa;;
observatix1s from 3:40 PM through 7:30 PM, communication goal of client # 4, QMRP will
Resident {4 was observed participating in table ensure the proper implementation of individual
top activifiis (puzzles). Once the resident put a cotnmunication goal.

puzzfe pitue in plaée, the residentwas observed

hitting his :hest or banging on the table. Attactment P

i) {07
Interview vwiith the direct care staff and Qualified
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Continuet| From page 11

Mental Redardation Professional (QMRP) on
Septembey 12, 2007 at approximately 11:00 AM
revealed I at the residenthad a speech program
to produc z American sign language (ASL): good,
drink, finithed and game. The ASL “good”
should be implemented as opposed hitting his
chest or k2 nging on the table. Review of the
clients Incli vidual Program Plan (IPP) dated
February 2, 2007 reveaied an objective which
stated, "[t12 client] will produce four ASL sings
"good, efc. . with 80% independence in one year
December 2007.

There was no evidence that the direct care staff
implemert :d the strategies for Resident #4's
speech piz.gram objective.

4. The facility failed to implement resident#4's
activities » * daily living skills,

a. On September 11, 2007 at 4:31 PM, direct
care staff v/as observed putting Resident #4's
snack uter sil in the kitchen sink. At 7:21 PM,
direct car: staff was again, observed putting the
client's diy1er plate, cup and utensils in the sink.
Interview with the direct care staff indicated that
the reside 1t should be kept busy to avoid shirt
tearing.

Record reniew of the IPP dated February 2, 2007,
Resident {4 has.a program objective which
states, "[t12 client] will place dinner ware to the
kitchen sink on 80% of the trials recorded per
month for {hree consecutive months.

b. On September 11, 2007 during evening
observatii1s, the direct care staff was observed
wiping the: table, after both the snack and dinner
meal. Intzrview with the direct care staff
indicated t1at the residentshould be kept busy to

422

T L

Client # 4 IPP goals and objectives will be
implemented as written. Staff in-service was:

done on
implementation of his programs., Above will be -

supervised by

See Attachment F

10/02/Q7 to cnswre congistent

10f2)07
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avoid shirf learing,

Record review of the IPP dated February 2, 2007,
resident#* has a program objective which states,
"[the cliert; will wipe the table on 80% of the trials
recorded per month for three consecutive
months,

There was no evidence that the facility
encourag 2 resident#4 to participate in activities
of daily Ining skills, .

il. The facility failed to ensure each clients IHP
was being implemented in the form and
frequency’ "equired.

A. Interviaw with the Qualified Mental
Retardatiy 1 Professional (QMRP) on September
11, 2007 2t 8:45 AM revealed Resident #1 was
prescribe i psychotropic medications and had a A-
Behavior £ upport Plan (BSP) to address Staff In-service Training v :
maladapt e behaviors. Review of the BSP | October 3, 2007 Follo%v-: ast, conducted on’
(dated July 25, 2007) on September 13, 2007 at conducted as needed. Both tho b R il be

5:34 PM 1t vealed the pian had the following two QMRP will observe staff to acteni’:ﬁ?{ﬁ;ﬁf

program - jectives: implementing the Behavior Support Plap as: 5 /
outlined, staff will be informed of apprapriate 107300 7

- Resider t #1 will display no more than 15 reports support stcps.

of verbal aggression per month for 6§ months.

Atecdrand C3

4

- Resider t #1 will display no more than three
occurrences of physical aggression (hitting others V%
or objects:) per month for 6 months. -

Further roview of the plan revealed the plan
incorparztid the use of a report card system.
Acceording to the BSP, Resident#1 would review
the repar: ard every two hours with his primary
counselo- and the counselor would document the
client's picgress as it related to exhibiting any of

Heaith Regulation Admini 5 ration
STATE FORM Ll MOH711 It continugtion sheet 13 of 18
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the aforery antioned targeted behaviors, For
example, staff were required to ask the
residentthe following questions every two hours:

- Resident #1 did you keep your hands to
yourself?

- Resident #1 did you talk politely?

- Resident #1 did you respect others property?

After the i1 sident responded ta the questions
(yes ornc} staff would document either a 1
(referring i) yes) of O (referring to no) onto the
report card. The report card was scheduled to be
| complete} from 4:00 PM to 9,00 PM weekdays
and 7:00 .A4M to 9:00 PM on the weekends. If
resident¥# |'s report card documented 1's for at
least 80% »f the documentation on the previous
day, the r2sidentwas to receive "a magazine of
his chaice:, a trip to a favorite place for a movie,
shopping, «c...). Further review of the data
collection r2cord revealed there had been no
documen';: tion of resident#1's report card zfter
August 3°, 2007. It should be further noted that
staff were 10t observed to utilize the report card
systern ditiing the survey. Atithe time of the
survey, the facility failed to provide evidence that
Resident #1's BSP was being implemented as
outlined.

B. The fzrility failed to implement Resident #4's
speech program as written,

On Septeniber 11, 2007 during evening
observatiy 1s from 3:40 PM through 7:30 PM,
Resident 14 was observed participating in table
top activilieis (puzzles). Once the resident put a
puzzle piece in place, the residentwas observed
hitting his -hest or banging on the table.

{nterview vrith the direct care staff and Qualified

Health Regutation Admini i ‘ston ‘
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snack utersil in the Kitehen sink. At 7:21 PM,
direct carz staff was again, observed putting the
client's diih 1er plate, cup and utensils in the sink.
Interview with the direct care staff indicated that
the resider tshould be kept busy to avoid shirt
tearing.

Record ¢« iew of the |PP dated February 2, 2007,
Resident ii4 has a program objective which
states, "[t2 client] will place dinner ware to the
kitehen sink on 80% of the trials recorded per
month for ' hree consecutive months.

2. On Seprtember 11, 2007 during evening
observatians, the direct care staff was observed
wiping th: table, after both the snack and dinner
meal. Intarview with the direct care staff
indicated t 1at the residentshould be kept busy to

Sec Attachment F

(X4) ID D FROVIDER'S PLAN OF CORRECTION (X5)
FREFIX (EACH 1 SFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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DEFICIENCY)
| 422 | Continue¢ “rom page 14 1422
Mental Retardation Professional (QMRP) on AR In-servi '
September 12, 2007 at approximately 11:00 AM B- m%l;,;m:: wmy g}’m" Lf;n athologist on/
revealed 1hat the residenthad a speech program communication goal of .;h‘enﬂ 4 SMM% ﬂ?ﬂ
to produci: American sign language (ASL). goed, ensare the proper implementation of fndiv} (;" |
i N viduaj' ,
drink, finist ed and game. The ASL “good" communication goal. 10-]-07
should be inplemented as opposed hitting his
chest or kenging on the table. Review of the Attachment P
clients Inciridual Program Plan (IPP) dated
February ? 2007 revealed an objective which
stated, "[t 12 client] will produce four ASL sings
"qoaod, etc, . with 80% indepandence in one year
Decamber 2007,
There wa; na evidence that the direct care staff
implemertid the strategies for Resident #4's
spaech pic gram objective,
C. The fzcility failed to implement Resident #4's . C- Clicot # 4 1IPP goals and objectives will be
activities ' daily living skills, implemented as written.  Stafl in-service was
| done on 10/02X07 fo ensure congistent
1. On September 11, 2007 at 4:31 PM, direct 4 Implementation of his programs. Abovewillbe .\
care staff \/as observed puiting Resident #4's 2 supervised by -2 0)
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avaid shirl tearing.

Record review of the IPP dated February 2, 2007,

Resident #4 has a program objective which

states, "{t12 chient] will wipe the table on 80% of

the trials 1z corded per month for three

consecutiv 2 months.

There was no evidence that the facility

encourag 24 Resident #4 to participate in activities

of daily Iiving skKills.

1436} 3621.7(f) FIABILITATION AND TRAINING | 438

The habil tatian and training of residents by the
GHMRP (ihall include, when appropriate, but not
be [imited 10, the following areas:

(f) Health care (including skills related to nutrition,
use and s & If-administration of medication, first
aid, care 11d use of prosthetic and orthotic
devices, ieventive health care, and safety);

This Statille is not met as evidenced by:

Based on nbservation, interview and record
review, tre GHMRP failed to ensure the
habilitatian and training of residents in the domain
of self msxlication.

o wanl| g-15-07

The findir| includes: )
Please  Ste aoswr

See Federal Deficiency Report - Citations W371

1437| 3521.7(g' ABILITATION AND TRAINING 1437

The habilitation and tréini,ng of residents by the
GHMRP :1all include, when appropriate, but not
be limitec o, the following areas:

Health Regulaflon Admini  ration
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| 437 | Continuec “rom page 16

{(g) Comrr . nication (including language
developm 21t and usage, signing, use of the
'telephone, letter writing, and availability and
utilization cf communications media, such as
books, nen spapers, magazines, radio, television,
telephone, and such specialized equipment as
may be re« uired);

This Stattty is not met as evidenced by:

Based on ¢ bservation, staff interview and record
review, th 2 facility failed to provide habilitation
and trainiitiy for one of the four residents included
in the sample. (Resident #4)

The findirg includes:;

See Federil Deficiency Report - Citations W196,
Iand W249, 2

1472 3522.3 MZDICATIONS

The physician who identifies the

self-admin stration of medications as a goal for a
rasident s all develop and monitor the plan for
implemer t. ation.

This Statiie is not met as evidenced by:
Based on observations, interviews, and record
review, the GHMRP failed to ensure the
implemer tation of self-medication programs for
residents

The findirg| includes:

See Federal Deficiency Report Citation W371

1500, 3523.1 RZSIDENT'S RIGHTS

-Each GHVIRP residence director shall ensure

| 437

Please Ser aoswty

w-i19é6-3  WaHa

1472

P,-CM‘L See Answtr
1 500

Lo | jo-307

- | jo-l-07

to W23 g s5.07
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that the rigjlits of residents are observed and
protected it accordance with D.C. Law 2-137, this
chapter, and other applicable District and federal
laws.
This StatL®: is not met as evidenced by:
Based on ¢ bservation, interview and record
| review, th: GHMRP failed to ensure the
protections of each clients rights. to
4
Please  See CrnSWE 16-4-07
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The DC Health Care, Inc., Intermediate Care
Facility is in compliance with 42 CFR Part 483,
Subpart 1, requirements for Intermediate Care
Facilities. A re-survey visit was conducted on
October 24, 2007. This survey process focused
on verifying compliance with federal and state
requirements in the Conditions of Active
Treatment. Seven males with varying degrees of
disabilities reside in this facility. The survey
sample was derived from a random sampling of
four of the seven clients. The survey findings are
based on observations in the group home. In
addition, the findings are based on interviews with
residential and administrative staff. Review of
records; including investigations of unusual
incidents was also conducted.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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The DC Health Care, Inc., Intermediate Care
Facility is in compliance 22 DCMR Chapter 35
requirements for Group Homes for the Mentally
Retarded Persons (GHMRP)Intermediate Care
Facilities. A re-survey visit was initiated and
completed on October 24, 2007.
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